was arrested by the tumour, but fluid injected down the ureter emerged freely and flowed between the tumour and the pedicle on the left side. The ureter below the tumour displayed two regions where it was thin-walled and slightly dilated (1P5 cm. in circumference) and between them a narrower zone, where the mucosa was thrown into conspicuous transverse folds. The pelvis and the larger calyces were moderately dilated (the latter being up to 1P5 cm. in diameter), but the renal tissue was only locally compressed. The cortex measured 0-9 cm. The medulla measured up to 1 a cm. Microscopic examination.-Solid papillary transitional-celled papilloma of ureter: no evidence of carcinoma ( fig. 3 ). Ureter: no histological abnormality. Comment The case has two points of interest, one diagnostic, the other pathological. A complete examination in 1933 would have shown a lesion of the left ureter, and in the light of subsequent events there can be little doubt that it should have been made. I was not convinced, however, until 1934 that there had really been further ha3maturia, because the patient himself was uncertain about it. Fortunately, no harm was done by the delay of more than a year.
As far as I have been able to ascertain, intussusception of the ureter has not been described before, and the specimen, since it is probably unique, shows a condition of some pathological importance. It illustrates in an interesting way the normal peristaltic activity of the ureter. One week before admission, after heavy work, he noticed blood in his urine in the evening. On the following morning, and on two other occasions within the next twenty-four hours, he again passed blood. The bleeding then stopped. He had never had any other urinary symptoms and his general health was good.
On examination.-Healthy in appearance. Right kidney considerably enlarged and had a regular outline; it moved freely and was not tender on palpation. The following examinations were carried out: Urine (15.11.25): Acid. 1022. Slight cloud of albumin. No reduction. Deposit: A few leucocytes and oxalates. Blood utrea (15.11.25) : 27mgm. per 100 c.c. Radiogram of urinary tract (15.11.25): No stone. Cystoscopy (20.11.25): Normal bladder and ureteric orifices. Right pyelogram (20.11.25): Grossly deformed pelvis and calyces.
The patient was discharged on November 27, 1925, and apparently a diagnosis of some cystic condition of the kidney was made, although the notes are not very clear on this point.
After discharge he remained well for nearly eight years. He then began to have slight pain in the back, and about two weeks later he was readmitted to the London Hospital, May 16, 1933. There had been no further hwmaturia and micturition was normal. The patient's appetite was good and he had not lost weight.
On examination.-He was still healthy in appearance and, although rather thin, not obviously wasted. There was a very large renal tumour on the right side. It moved freely on respiration and could also be moved on palpation. There were no other physical signs. Right pyelogram (19.5.33): Similar to that of 1925 ( fig. 1 ). Comparing the pyelograms of 1925 and 1933, it-is seen that although the general shape is similar, the tumour has obviously increased in-size.
Lumbar nephrectomy, May 31, 1933. The tumour weighed 5 lb. 6 oz., but in spite of the large size the operation was not unduly difficult, and the patient made an uninterrupted recovery. He has been seen on four occasions since, the last being on December 3, 1936. He has remained well and free from recurrence. Macroscopic examination.-The specimen was approximately oval, and measured, in the position in which it lay in the body, 26 cm. from above down, 16 cm. from side to side and 10 cm. from before back. The lower part of the posterior surface was occupied by a heart-shaped portion of the outer surface of a kidney, measuring 18 cm. from above down and 16 cm. at its widest. This portion of kidney was smooth, covered with a transparent capsule and of normal appearance, except for two slightly raised nodules (4 cm. and 5 cm. in diameter), which were mottled deep red and yellow. The remainder of the outer surface of the specimen was covered with a capsule continuous with that of the kidney. It was beset with slightly raised nodules of various sizes: these were red, mottled with pale yellow, while the sulci between were slate-grey.
The specimen was divided by coronal section (fig. 2 ). A portion of kidney (7 cm. long by 2-5 cm. deep) showing cortex and medullary pyramids, was thus exposed on the lower and inner margin of the cut surface. From this a strip of partly hiemorrhagic renal pelvis, with ureter attached, extended for 10 cm. along the outer margin, to turn inwards for 3 cm. Above this, an apparently isolated demilune of smooth, slate-grey pelvis (8 cm. by 2 cm. by 4 cm.) curved parallel with, and 1 cm. below, the upper extremity. The rest of the 460 cut surface was occupied by a mass of pale yellow, bulging, very friable tissue. In this were sections of two oval nodules (8 by 5 cm. and 2-5 by 1-5 cm.), both sharply demarcated by a narrow slate-grey capsule. The surface of these and of the rest of the mass was transversed by slightly sunken grey lines, forming a net with meshes 2 or 3 mm. in diameter. The remnant of kidney appeared to be sharply demarcated from the mass.
Micro8copic examination.-The tumour is split into anastomosing and discrete acini by vessels. Almost all these have no muscle and very little collagen in their walls. Where the collagen is relatively abundant, it is swollen, hyaline, and lightly stained. The acini are oval iGl. 2. or trabecular. Within them are occasional capillaries. The tissue of the acini is generally widely separated by a clear space from the vessels which bound or enter them. Capillaries within the acini, thus, frequently lie in the centre of a wide clear space. This separation of the tissue is doubtless an artefact. In the greater part of the sections the acini are solid, compact masses of cells, which are free from obvious vacuolation. The cells that bound these acini frequently are approximately cubical or columnar; the remainder are polygonal. The cells and their nuclei vary considerably in size. There are many giant nuclei, and multiple nuclei are common. The cytoplasm is usually very finely vacuolated, eosinophil, lightly stained, and bounded by a distinct intercellular membrane ( fig. 3 ). In places, however, many cells, especially in the periphery of the acini, are greatly distended, and contain a scanty net of cytoplasm or are water-clear. In some of these cells is abealthy nucleus, in a few a shrivelled nucleus, while in many no nucleus is met in the section. There is no definite evidence of tubular formation; the acini appear to be solid. There are, certainly, rounded spaces which resemble lumina, but there are transitions from the smaller of these to distended cells, while the larger correspond to clear spaces from which a central capillary has been lost.
Where the growth meets the kidney there is a capsule of compressed fibrotic renal tissue containing tubules. A few renal tubules, however, lie in immediate contact with the cells of the growth, and a very few lie just within the margin of the growth.
The nature of the growth.-The growth has infiltrated between renal tubules, although compression of the kidney is more conspicuous. It is, therefore, malignant. It is very x 300 FIG. 3. difficult to decide its origin. It is a most unusual kind of renal tumour. In the absence of any tubular or alveolar structure it is impossible to be certain that it is a Grawitz tumour, arising from renal tubules. The alternative is a tumour of ectopic suprarenal cortex. It recalls certain rare tumours of the cortex of the suprarenal bodies, which show little evidence of malignancy. In these, however, and in undoubted carcinomata of the suprarenal cortex the acini have been smaller and less sharply defined, and distended dropsical and water-clear cells have been absent, even when glycogen has been very abundant. Such cells are very numerous in Grawitz tumours, and cells with a sharp intercellular membrane are also a characteristic of Grawitz tumours. Moreover, tubular or alveolar structures may be very scanty in Grawitz tumours, and there are many renal tumours which are exactly like the solid parts of Grawitz tumours and contain no tubules. The growth differs from the solid areas of ordinary Grawitz tumours in that the cells are more uniform and much less frequently water-clear. In its general appearance, however, it corresponds more closely to the solid areas of Grawitz tumours than to carcinomata of the suprarenal cortex. It is probably, therefore, a Grawitz tumour of a relatively benign histological type. (Hubert M. Turnbull.)
Comment
The chief point of interest in this case is the extreme length of the history. It was known in 1925 that there was already a renal tumour of considerable size, and a comparison of the pyelograms made in 1925 and 1933 suggests that it had been present for as long before 1925 as the interval between the pyelograms, a total time of sixteen years before removal. There has been no recurrence in the three and a half years that have elapsed since it was removed. Professor Turnbull's opinion is that the tumour is a Grawitz tumour of a relatively benign histological type.
I am indebted to my colleagues, Dr. Panton, Dr. Vilvandr6, and Dr. Jupe, for the use of reports on examinations carried out in their departments; and particularly to Professor Turnbull, who has not only allowed me to make use of the records in his department, but has also written the description of the renal tumour and its histology for me. Hamaturia was present in four out of the five cases; as also was loss or deficiency of weight.
Case I.-A boy aged 6 years. No hematuria; pain in right loin (one day); loss of weight (six months).
Case II.-A man aged 60. Three painless attacks of hmmaturia in three months; clots; loss of weight (six months).
Case III.-A man aged 54. Two painless attacks of haematuria in forty days; clots; a third haematuria with penile pain from clots; a little loss of weight.
Case IV.-A girl aged 6 years. Two painless attacks of ha3maturia in two and a half weeks, then htematuria with left abdominal colic, requiring morphia; loss of weight (one year).
Case V.-A woman aged 49. Hematurias and loin pains, one and a half to two years. No loss of weight. This patient had been twice explored elsewhere two years previously; the first time on account of supposed acute appendicitis. At operation there was thought to be a large right hydronephrosis.
It is notable that, in all the cases, though the history of haematuria was short, the loss of weight had been noticed much longer, and the growth in all the cases was relatively large. One deduces the importance of investigating haematuria, especially when painless, and notes the long intervals (of several months) between the attacks of haematuria in the fifth case.
A lump was felt in all cases, though a lump is really a late sign. One may conclude that three of the cases, in which the haematuria history was of three months' duration or less, were early from the point of view of haematuria, but late as regards the progress of the growth.
This may account for the poor general prognosis in cases of renal growth. The surgeon is faced with the urgent need for thorough investigation of all cases of haemattria; but the general practitioner, at the pre-hwmaturia stage, is faced with the still more difficult task of wondering why a patient is losing weight or appetite. The lesson to be learned from these cases is that such a patient needs thorough clinical examination rather than a tonic.
The diagnosis of renal neoplasm in these cases was made on: Case I, lump alone -confirmed by uroselectan pyelography; Case II, lump and bloody unilateral
